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Daniela Alves, Pablo Fernández-Navarro, António P. Ribeiro, Eugénia Ribeiro, and Miguel M. Gonçalves
University of Minho
Several studies have suggested that the process of narrative change in psychotherapy occurs through the
emergence and expansion of moments of novelty, known as innovative moments (IMs), that allow
changes in the problematic self-narrative responsible for the client’s suffering. However, as these IMs
challenge typical (and problematic) ways of acting, feeling, and thinking, they may also generate
discrepancy or uncertainty. Clients may reduce uncertainty by returning to the problematic self-narrative
immediately after the emergence of an IM, thus ensuring the homeostasis of the previous meaning
system. This cyclical movement is a form of ambivalence, which can maintain problematic stability
across therapy and lead to therapeutic failure. In this study, we identified return to the problem markers
(RPMs), which are empirical indicators of the ambivalence process, for all IMs in two cases of
constructivist grief psychotherapy. Both cases evidenced a high percentage of IMs with RPMs, and the
evolution of IMs and RPMs along treatment was significantly correlated. We suggest that stability of the
ambivalence process in grief psychotherapy may represent a form of self-protection from the anxiety or
guilt of releasing pain as a disconnection from the deceased.
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Recent research on bereavement has demonstrated that the in-
capability to make sense of and integrate loss into a new personal
narrative is associated with complicated protracted grief symptom-
atology (Coleman & Neimeyer, 2010; Currier, Holland, Coleman,
& Neimeyer, 2007; Keesee, Currier, & Neimeyer, 2008; Lich-
tenthal, Currier, Neimeyer, & Keesee, 2010). Here, we present a
proposed narrative framework of analysis that gives special rele-
vance to the study of the narrative processes involved in self-
reconstruction in constructivist grief psychotherapy.
Narrative Framework: Psychotherapy as Meaning
Reconstruction
As poetically stated by Bruner (2002), “a self is most likely the
most impressive work of art we ever produce” (p.14). According to
the narrative framework, humans shape their existence as active
storytellers, recounting their experiences and personal stories to
others, and being influenced by the contributions of others to this
dialogue (Bruner, 1990; McAdams, 1993; Sarbin, 1986). These
stories “not only govern which meanings are attributed to events,
but also select which events are included and which are left out of
the story” (Polkinghorne, 2004, p. 58). As these specific interpre-
tations can narrow people’s understanding of themselves and the
world around them, some self-narratives may become dysfunc-
tional and inflexible (Dimaggio, 2006; Hermans & Kempen,
1993). As suggested by White and Epston (1990), maintenance of
these dominant narratives may confine all experiences into a
problematic self-narrative, which becomes biased toward the neg-
ative details of the experience (Gonçalves & Machado, 1999). If
we consider the experience of losing a significant person, narrative
dominance may occur when the survivor’s life becomes regulated
by the “narrative of loss,” privileging the most painful and threat-
ening details of a changed reality (Currier & Neimeyer, 2006).
Narrative Reconstruction: Innovative Moments and
Protonarratives
Several studies of psychotherapy have shown that the processes
of narrative transformation occur through the emergence and ex-
pansion of alternative details of the problematic self-narrative,
known as innovative moments (IMs) (Alves, Mendes, Gonçalves,
Neimeyer, 2012; Gonçalves, Mendes, Ribeiro, Angus, & Green-
berg, 2010; Matos, Santos, Gonçalves, & Martins, 2009; Mendes
et al., 2010; Ribeiro & Gonçalves, 2011; Santos, Gonçalves, Ma-
tos, & Salvatore, 2009; Santos, Gonçalves, & Matos, 2010). In-
spired by White and Epston’s (1990) notion of “unique outcomes,”
IMs are experiences that are not predicted by the problematic
self-narrative (Gonçalves, Matos, & Santos, 2009). The Innovative
Moments Coding System (IMCS; Gonçalves, Ribeiro, Matos, San-
tos, & Mendes, 2010; Gonçalves, Ribeiro, Mendes, Matos, &
Santos, 2011) defines five types of IMs (action, reflection, protest,
reconceptualization, and performing change) that are exhibited by
clients during therapeutic conversation. Examples of these IMs are
presented in Table 1. One of the main results of studies using
IMCS is that poor-outcome (PO) and good-outcome (GO) cases
have different IM profiles. Initially, IMs appear in both PO and
GO cases, although in GO cases, their duration and diversity are
higher and they tend to increase throughout the treatment. Addi-
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tionally, in GO cases, action, reflection, and protest IMs tend to
progress to reconceptualization and performing change in the
middle and later parts of treatment, an uncommon movement in
PO cases (Gonçalves et al., 2012; Matos et al., 2009; Mendes et al.,
2010). Furthermore, as reconceptualization and performing change
emerge, new action, reflection, and protest IMs develop, allowing
for the development of new sequences of reconceptualization and
performing change IMs that consolidate the narrative change of the
self (Gonçalves, Matos, Santos, 2009).
Different from the narrative flexibility proposed by the elab-
oration of IMs, problematic self-narratives promote the main-
tenance of implicit rules that shape the meaning system of
clients, influencing their behavior, thoughts, feelings, and rela-
tionships. As an example, in a prolonged grief case, the client
may shape his or her life by the rule “I stopped living my life,
it no longer makes sense because he or she is no longer here.”
This implicit rule has a wide influence on the client’s existence,
creating strong restraints on his or her life. From this perspec-
tive, IMs can be conceived as exceptions to the rule, as they
introduce novelty into a client’s life, challenging the problem-
atic self-narrative. For example, in a successful grief case of a
mother who lost her unborn child, Alves and collaborators
(2012) found that the emergence and expansion of IMs were
associated with a gradual transformation of the problematic
self-narrative (characterized by confusion, anger, and disbelief)
into a more healthful story of loss.
Another important feature of IM development is that they tend
to cluster around different themes. For instance, in the aforemen-
tioned example, there may be two different alternative, or innova-
tive, themes: “Life goes on and nothing will bring back my lost
Table 1
The Innovative Moments Coding System (Gonçalves, Ribeiro, Matos, et al., 2010)
Types of IM Subtypes Contents
Action IM (A) New coping behaviors facing anticipated or existent obstacles
Actions or specific behaviors against the
problem(s)
Effective resolution of unsolved problem(s)
Active exploration of solutions
Restoring autonomy and self-control
Searching for information about the problem(s)
Reflection IM (R) i) Creating distance from the
problem(s)
Comprehension—reconsidering problem(s)’ causes and/or
awareness of its effects
Thinking processes that indicate the
understanding of something new that
makes the problem(s) illegitimate (e.g.,
thoughts, intentions, interrogations,
doubts)
New problem(s) formulation
Adaptive self-instructions and thoughts
Intention to fight problem(s)’ demands, references of self-worth,
and/or feelings of well-being
ii) Centered on change Therapeutic process—reflecting about the therapeutic process
Change process—considering the process and strategies
implemented to overcome the problem(s); references of self-
worth and/or feelings of well-being (as consequences of change)
New positions—references to new/emergent identity versions in the
face of the problem(s)
Protest IM (P) i) Criticizing the problem(s) Position of critique in relation to the problem(s) and/or others who support
it. The other could be an internalized other or facet of oneself
Moments of critique that involve some
type of confrontation (directed at
others or versions of oneself); could be
planned or actual behaviors, thoughts,
or/and feelings
ii) Emergence of new positions Positions of assertiveness and empowerment
Repositioning oneself toward the problem(s)
Reconceptualization IM (RC) RC always involves two dimensions:
Process description at a meta-cognitive
level (the client not only manifests
thoughts and behaviors out of the
problem(s) dominated story but also
understands the processes that are
involved). If the RC includes
Performing Change (PC), we should
code RC with PC (RCPC)a
A. Description of the shift between two positions (past and
present) and
B. The process underlying this transformation
Performing Change IM (PC) Generalization into the future and other life dimensions of good
outcomes
References to new aims, experiences,
activities, or projects, anticipated or in
action, as consequence of change
Problematic experience as a resource to new situations
Investment in new projects as a result of the process of change
Investment in new relationships as a result of the process of
change
Performance of change: new skills
Re-emergence of neglected or forgotten self-versions
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one” and “I may try to find a new purpose to live, I don’t need to
give up without even trying.” Moreover, different types of IMs,
from action to performing change, may be present in each of these
themes. We termed these alternative themes protonarratives, as
they represent potential new, more adjusted, self-narratives. In
summary, in the course of the treatment, IMs with several different
meanings start to become organized into provisory themes, or
protonarratives, which differ from the themes embedded in the
problematic self-narrative (Ribeiro et al., 2011). Different pro-
tonarratives emerge along treatment, progressing into a new self-
narrative throughout successful therapy.
Maintaining Problematic Self-Narratives: The Role of
Ambivalence
IMs can be understood as unfamiliar experiences that challenge
a client’s problematic, but usual, way of experiencing the world.
This unfamiliarity of the experiences involved in IMs could thus
generate uncertainty or ambivalence (Gonçalves & Ribeiro, 2012;
Ribeiro & Gonçalves, 2010). As suggested by Hermans and Dim-
aggio, even though uncertainty “challenges our potential for inno-
vation and creativity,” it also “entails the risks of a defensive and
monological closure of the self” (Hermans and Dimaggio, 2007,
p.10). Recent studies using the IMCS have shown that in both PO
cases (Santos et al., 2010) and in the initial and middle phases of
GO cases (Ribeiro & Gonçalves, 2011), clients tend to attenuate
the impact of IMs by returning to the problematic self-narrative.
Gonçalves, Ribeiro, Stiles, et al. (2011) proposed that the identi-
fication of these “return to the problem markers” (RPMs) could be
an empirical access to the phenomenon of ambivalence in psycho-
therapy. These are instances in which an IM is attenuated by a
return to the problematic self-narrative. The following is an ex-
ample of this process: “I don’t want to suffer anymore (reflection
IM) but I don’t know how to do it” (RPM). In this process, the
client oscillates between the production of an IM, which liberates
him or her from the oppression of problematic self-narratives, but
as the innovation menaces his or her sense of self-stability, he or
she quickly makes a return to the problematic self-narrative.
According to Gonçalves and collaborators (e.g., Ribeiro & Gon-
çalves, 2010; Gonçalves, Ribeiro, Stiles, et al., 2011), the system-
atic recurrence of RPMs throughout the therapeutic process can
inhibit the development or transformation of the self-narrative,
fostering therapeutic failure. These claims were supported by one
study of narrative therapy (Gonçalves, Ribeiro, Stiles, et al., 2011),
where it was found that RPMs occurred with significantly greater
frequency in PO cases compared with GO cases.
To the best of our knowledge, there is no research to date on the
emergence of RPMs in the process of narrative change in grief
psychotherapy. Studying this process might be particularly impor-
tant because, as stated by Neimeyer (2006b), major losses can
menace a person’s efforts at self-coherence, stimulating an active
redefinition of the previous self-narrative.
Grief Psychotherapy: The Meaning Reconstruction
Activity
Although the majority of persons respond resiliently to loss
(Bonanno, 2004), there is evidence that approximately 10% to
20% of the bereaved manifest serious difficulties in making sense
of this experience (Bonnano, Wortman, & Nesse, 2004), and
develop a complicated grief response (Prigerson et al., 1995;
Prigerson & Maciejewski, 2006) or prolonged grief disorder
(Boelen & Prigerson, 2007; Prigerson et al., 2009). Considering
the incapacity to integrate loss as a significant predictor of grief
severity, several authors have been suggesting the relevance of
meaning-making strategies with grieving individuals (Keesee et
al., 2008; Lichtenthal et al., 2010; Neimeyer, Burke, Mackay, &
van Dyke-Stringer, 2010). One recent randomized controlled trial
showed, for example, the effectiveness of meaning-making forms
of journaling on prolonged grief and distress symptomatology
(Lichtenthal & Cruess, 2010).
Along with the relevance of these meaning-centered interven-
tions, this study explores how two constructivist grief clients
transform—through the elaboration of IMs—or maintain—
through the recurrence of RPMs—their problematic self-
narratives. Finally, we reflect on the implications of these pro-
cesses on narrative change, exploring the themes, or
protonarratives, through which this change occurred.
This research aimed to add relevant information to the existing
knowledge of meaning-making processes in grief therapy by (a)
analyzing two complicated grief cases previously unexamined, and
(b) examining the relationship between IMs and RPMs with the
processes of loss integration and search for well-being after loss,
which have not been analyzed previously.
Method
Clients
Emily. Emily (pseudonym) is a 30-year-old Portuguese White
female, babysitter and housemaid, who gave permission for her
materials to be used for research. She attended 13 therapeutic
sessions 2 years after the death of her 80-year-old grandmother
who died after a stroke. She lived with her 3-year-old daughter in
the same town as her close family; her husband was an emigrant
worker in Switzerland. She described her physical proximity to her
family and her role as a family caregiver as central features of her
personality. Emily’s problematic self-narrative pointed to a mix-
ture of emotions ruled by pain and guilt, mostly for not having
been able to give a goodbye kiss to her grandmother on the day of
her funeral, imagining her grandmother as being sad and disap-
pointed. In the initial phases of the process, Emily sustained a
persistent centrality on physical contact and proximity with her
loved ones as central aspects of the connection with her family,
showing difficulty investing in the creation of a more representa-
tional and symbolic relationship with her grandmother. She had
also difficulty in making sense of the concept of death as a
persistent physical separation, feeling completely devastated by
the idea of losing another significant person. In general, she
described herself as a depressed person who was unable to return
to her previous work and social functioning, and felt isolated at
home.
Rose. Rose (pseudonym) is a 58-year-old Portuguese woman
who worked as a child educator and was retired at the time of
therapy. She took part in therapy 3 years after the death of her
17-year-old son, from prostate cancer, and 6 months after the death
of her husband, ran over by a car at his place of work. She lived
in a small city with her 23-year-old daughter, located far from
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other family members. Rose’s problematic self-narrative was ruled
by an intense feeling that her life no longer made sense. When she
started therapy, she described the “wish of having her son and
husband in her life in a different way” as her main therapeutic goal.
Before therapy, she was already involved in the search for a
symbolic and less painful connection with them through the read-
ing of grief books and attendance at a self-help group for bereaved
parents. However, these attempts did not have the results she
expected (“being more comforted”) and she felt that her life was
empty and meaningless. Along with these feelings, she reported
intense guilt related to several choices she made in the past (e.g.,
to search for and provide cancer treatments to her son only in
Portugal or insisting that her husband kept working at the place
where he ended up dying). Thus, she felt that she did not deserve
the right to go out and enjoy herself because her son and husband
were deprived of that right. This problematic self-narrative ended
up impairing her personal and social functioning, resulting in her
being isolated at home. Additionally, she reported intense discom-
fort dealing with family meetings, feeling that the core part of her
family had been taken from her.
Therapist and Therapy
Both clients attended psychotherapy at a Portuguese university
clinic, where they were seen weekly in individual therapy sessions.
They were treated by the same female therapist, a 25-year-old
clinical psychology doctoral student with 3 years of clinical expe-
rience as psychotherapist and 2 years of experience in construc-
tivist grief psychotherapy. A skilled therapist with 18 years of
clinical experience as a constructivist psychotherapist supervised
the clinical practice to ensure adherence to the constructivist
therapeutic model. Video and audio recordings were made of all
sessions in both cases.
The therapy was developed from the constructivist meaning
reconstruction approach proposed by Neimeyer (2001, 2006a) and
involved an initial exploration of the client’s story of loss, oriented
by the “Meaning Reconstruction Interview” (Neimeyer, 2006a, pp.
166–169). This first contact, guided by an empathic validation and
exploration of the most painful aspects of the grieving experience,
allowed for the identification of the multiple challenges and re-
sources of each client. Although this constructivist approach does
not have a specific or manualized structure, it has the central
objective of helping clients to find a new understanding and
healthful significance of their losses by coconstruction of new
meanings that potentiate self-development (Neimeyer et al., 2010).
In Emily’s case, the main therapeutic activities were “narrative
retelling” (Neimeyer et al., 2010, p.76) and “imaginal conversa-
tions” (Shear, Boelen, & Neimeyer, 2011, p. 149) with the de-
ceased. By proposing Emily’s involvement in these meaning-
oriented activities, the therapist (grounded in constructivist grief
therapy) actively invested in the coconstruction of new and less
anguished elaborations of the most painful episodes of her grief
(Neimeyer et al., 2010), being consistent with the assumptions
postulated by the constructivist grief therapy (Neimeyer, 2006a).
These therapeutic activities were also organized to stimulate the
construction of a more symbolic postmortem connection (Field,
2006; Shear et al., 2011) associated with less grief distress (Field,
Nichols, Holen, & Horowitz, 1999).
In Rose’s case, “imaginal conversations” (Shear et al., 2011, p.
149) and “therapeutic writing” (Neimeyer et al., 2010, p.78) were
the main activities. Being also consistent with the meaning-making
approach proposed by the constructivist grief therapeutic model
(Neimeyer, 2006a), the therapist created an opening space for
discussion and dialogue to allow the client to elaborate on a more
compassionate viewpoint of her lost loved ones, thus promoting a
new perspective around the most anguishing episodes of her ex-
perience of loss (Neimeyer et al., 2010).
This study is part of a process research study approved by the
ethical committee of the local hospital (the institution that referred
cases for treatment), in which clients were offered 15 sessions of
therapy over 22 weeks. Emily completed 13 sessions, at which
time the therapeutic aims were achieved and no more therapy was
required. Rose was referred for further treatment, given the con-
tinued presence of complicated grief symptomatology at the end of
the clinical trial.
Researchers
The first and second authors conducted the IMs, the RPM, and
protonarrative analysis of all the sessions of both cases. Both
authors were doctoral students in clinical psychology. The third
author, also a doctoral student in clinical psychology, served as an
auditor of the RPM and protonarrative coding, as he was experi-
enced with these procedures. Finally, the fourth and fifth authors,
both university faculty members in clinical psychology and skilled
researchers and psychotherapists, contributed to the organization
and elaboration of this study.
Measures
Outcome measures.
Structured Clinical Interviews for the Diagnostic and Statisti-
cal Manual of Mental Disorders, fourth edition, text revision
(DSM–IV–TR; American Psychological Association, 2000) Axis
I and Axis II. Structured Clinical Interviews for DSM–IV–TR
Axis I (SCID-I; First, Spitzer, Gibbons, & Williams, 2002) and
Axis II (SCID-II; First, Gibbon, Spitzer, Williams, & Benjamin,
1997) are structured clinical interviews grounded on the DSM–
IV–TR diagnostic criteria that allow for the assessment of a client’s
disorders on Axis I (mood, psychotic, and anxiety disorders) and
Axis II (personality disorders). Inter-rater reliability ranged from
0.83 to 0.85 in SCID-I (Del-Ben et al., 2001) and was 0.63 in
SCID-II (Weertman, Arntz, Dreessen, Velzen, & Vertommen,
2003).
Inventory of Complicated Grief. The Inventory of Compli-
cated Grief (ICG; Prigerson et al., 1995) is a 19-item questionnaire
that assesses the severity of grief symptoms in the previous month.
The items are rated on a 5-point Likert scale, from 0 to 4, with total
possible scores ranging from 0 to 76. A total score of!25 suggests
complicated grief. The scale shows good internal consistency
(0.94; Prigerson et al., 1995). We used the Portuguese adaptation
by Frade, Pacheco, Sousa, and Rocha (2009), which also presents
good internal consistency (0.91; Frade et al., 2009). The cutoff
score for the Portuguese population was 30 (Sousa & Rocha,
2011).
Beck Depression Inventory-II. The Beck Depression
Inventory-II (BDI-II; Beck, Steer, & Brown, 1996) is a 21-item
4 ALVES ET AL.
questionnaire that assesses depressive symptoms. The items are
rated on a 4-point Likert scale, from 0 to 3, with total scores
ranging from 0 to 63. The scale shows high internal consistency
(0.91; Steer, Brown, Beck, & Sanderson, 2001). In this study we
used the Portuguese adaptation by Coelho, Martins, and Barros
(2002), with a cutoff of 14.29 and a Reliable Change Index (RCI,
Jacobson & Truax, 1991) of 8.46, as proposed by Seggar, Lambert,
and Hansen (2002).
Outcome Questionnaire. The Outcome Questionnaire (OQ-
45.2; Lambert et al., 1996) is a 45-item questionnaire that assesses
a client’s clinical progress throughout the therapeutic process. It
evaluates the client’s progress in three dimensions: subjective
discomfort, interpersonal relationships, and social role functioning.
The items are rated on a 5-point Likert scale, from 0 to 4, with total
scores ranging from 0 to 180. This questionnaire has good test–
retest reliability (0.84) and high internal consistency (0.93; Lam-
bert et al., 1996). We used the Portuguese version by Machado and
Klein (2006) that has good internal consistency (Machado &
Fassnacht, 2012). The RCI (Jacobson & Truax, 1991) is 18 points
and the cutoff score is 62.
Process measures.
Innovative Moments Coding System. The IMCS (Gonçalves,
Ribeiro, Matos, et al., 2010; Gonçalves, Ribeiro, Mendes, et al.,
2011) is a system of qualitative analysis that identifies five cate-
gories of IMs: action, reflection, protest, reconceptualization, and
performing change (see each IM description in Table 1). Previous
studies using the IMCS (Gonçalves et al., 2012; Matos et al., 2009;
Mendes et al., 2010) reported reliable agreement between judges in
coding, with Cohen " between .86 and .97.
Return to the Problem Coding System. The Return to the
Problem Coding System (RPCS; Gonçalves, Ribeiro, Santos, Gon-
çalves, & Conde, 2009) is a qualitative system that analyzes the
reemergence of the problematic self-narrative through RPMs im-
mediately after the emergence of an IM. Previous studies using the
RPCS (Gonçalves, Ribeiro, Stiles, et al., 2011; Ribeiro et al., 2012;
Ribeiro, Cruz, Mendes, et al., 2012) reported a reliable agreement
between judges on RPM coding, with a Cohen " between .88 and
.93.
Protonarratives Coding System. The Protonarratives Coding
System (PCS, Ribeiro, Gonçalves, & Bento, 2010) analyzes the
underlying theme of each IM, known as a protonarrative. The
themes or protonarratives are identified from a consensus between
coders, after the reading of all IMs from all the sessions. Thus far,
PCS has been applied to Emotion-Focused Therapy (Bento, Ri-
beiro, Salgado, Gonçalves, & Mendes, 2012), Constructivist Ther-
apy (Ribeiroo et al., 2011), and Cognitive-Behavioral Therapy
(Antunes, Santos, Ribeiro, & Gonçalves, 2012), in different cases
(e.g., major depression, survivors of partner violence).
Procedure
Outcome measures. The SCID-I (First et al., 2002) and
SCID-II (First et al., 1997) were administered during the first
meeting with both clients to assess comorbidity with other disor-
ders that could be clinically more central than complicated grief.
Concomitantly, in the first session, the Portuguese version of the
ICG (Frade et al., 2009) was administered to screen for compli-
cated grief symptoms. The ICG was then administered every
fourth session and at 6-month follow-up. The BDI-II was also used
in every fourth session and at follow-up, as depressive symptom-
atology has been identified as being related to grief distress (Bo-
nanno & Mancini, 2006). The same procedure was used for ad-
ministration of the OQ-45.2 for screening of the client’s
psychological progress throughout therapy.
Emily was diagnosed with complicated grief, comorbid with
major depression, as defined by the DSM–IV (American Psychi-
atric Association, 1994). She showed a significant clinical change
at the end of therapy, according to the RCI analysis (see Jacobson
& Truax, 1991) of her pre to posttest scores on the ICG (from 42
to 11, cutoff score 30), the BDI-II (from 26 to 8, cutoff score
14.29) and the OQ-45.2 (from 73 to 38, cutoff score 62). In the last
follow-up session, 6 months after treatment termination, she
scored 4 on the ICG, 8 on the BDI-II and 32 on the OQ-45.
Rose was also diagnosed with complicated grief, comorbid
with major depression. She showed a considerable pre–post
score reduction in the BDI-II (from 35 to 15, cutoff score of
14.29) and in the OQ-45.2 (from 91 to 64, cutoff score of 62),
maintaining the same scores until the last follow-up session.
However, she maintained a clinical score on the ICG at Session
15 and follow-up (scores of 42 and 41, respectively, beginning
with score of 55 at Session 1, cutoff score of 30). Thus, her
depressive symptoms (assessed by the BDI-II) and her psycho-
logical functioning (assessed by the OQ-45.2) improved, but
her grief symptomatology (assessed by the ICG) did not im-
prove.
Despite research evidence suggesting comorbidity between
complicated grief and posttraumatic stress disorder (PTSD;
McDevitt-Murphy, Neimeyer, Burke, & Williams, in press), nei-
ther Emily nor Rose met the criteria for a PTSD diagnosis.
Process measures.
IMCS: IMs training, coding, and reliability. The first and
second authors (Judge 1 and 2, respectively) independently coded
the transcripts of all the sessions of both cases using the IMCS
(Gonçalves, Ribeiro, Mendes, et al., 2011). Both judges were
unaware of client’s clinical outcomes in all the instruments ap-
plied, that is, in the ICG, in the BDI-II, and in the OQ-45.2. As
only Judge 1 had experience using the IMCS, Judge 2 completed
a training procedure before initiating coding of these cases. A
skilled external auditor supervised the training process. By the end
of the training process Judge 2 was considered a reliable coder,
with a Cohen " higher than .75.
Judges discussed their understanding of the client’s problems
before the coding process to generate a consensual definition of
the aspects of the problematic self-narrative, so that exceptions
(IMs) could be coded. Subsequently, each session was indepen-
dently coded in terms of types and salience of IMs. The salience
index indicates the percentage of text in the session occupied by
a specific IM and is computed by calculating the number of
words involved in each type of IM divided by the total number
of words in the transcript of the session. Sessions were coded
sequentially, considering both therapist and client contribu-
tions, as we believe that the process of change is coconstructed
(Neimeyer, 2009).
The percentage of salience agreement between judges was
84.2% for Emily’s case and 89.1% for Rose’s case, reflecting a
high degree of consensus regarding the number of words coded as
IMs, across sessions. The agreement between judges for the spe-
cific types of IM, assessed with Cohen ", was .96 for Emily’s case
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and .91 for Rose’s case, again indicating strong agreement among
coders (Hill & Lambert, 2004).
Return to the Problem Coding System: RPMs training, coding,
and reliability. Judges 1 and 2 participated in the RPM coding
procedure. Judge 1 had experience with coding RPMs. Judge 2
underwent a training process similar to that described for IMCS
training.
RPMs coding comprised two sequential steps: (a) independent
coding, and (b) resolving disagreements through consensus. The
judges independently coded the transcripts of all sessions of both
cases, analyzing the previously coded IMs for the presence or
absence of RPMs. Reliability of identifying RPMs, assessed by
Cohen ", was .80 for Emily’s case and .79 for Rose’s case. An
external auditor, the third author of this study, also participated in
the final RPM coding procedure, reviewing the decisions on RPMs
coding made by the judges.
Protonarratives Coding System: Protonarratives coding pro-
cedures and reliability. Coding protonarratives involved consen-
sual coding between judges 1 and 2, along with an auditing process
(Hill et al., 2005) led by the third author. This phase was oriented
by the question: “If this IM develops into a new self-narrative,
what would be the main rule of this new self-version?” (Ribeiro et
al., 2011). In both cases, we attempted to find the main theme or
rule associated with the development of IMs, aggregating these
themes into a sentence or word that designated the central pro-
tonarrative. Each successive IM was then compared with the
identified protonarratives, looking for convergence or discrepancy.
During this process, protonarratives were frequently reformulated
to create a robust category capable of integrating the diversity of
the new meanings. This procedure was based on grounded theory
analysis (Fassinger, 2005). Each protonarrative’s salience was
calculated as the sum of the salience of the IMs in which they
emerged, for each session. The mean salience of all protonarratives
throughout the process was computed. Finally, the global percent-
age of IMs with RPMs was calculated separately for each pro-
tonarrative.
Results
IMs and RPMs Across Therapy
Emily’s overall salience of IMs throughout the therapeutic pro-
cess was 30.0%, with reflection and reconceptualization being the
most salient IMs (15.2% and 8.5%, respectively). In Rose’s case,
IMs occupied 25.8% of the entire therapeutic conversation, with
reflection also being the most salient IM (22.9%). The main
difference in IM patterns between Emily and Rose was in recon-
ceptualization, which appeared as the second most salient IM in
the final phases of Emily’s therapeutic process (8.5%), but was
infrequent in Rose’s case (0.7%). Finally, action, protest, and
performing change IMs were infrequent in both cases (with a
salience #3.0%).
The total percentage of RPMs was 33.5% in Emily’s case and
41.7% in Rose’s case. In previous studies (Ribeiro, Cruz, Mendes,
et al., 2012; Ribeiro, Mendes, Angus, et al., 2012), the percentage
of RPMs was between 20% and 40%. Reflection, the most salient
IM in both cases, was also the IM with the highest percentage of
RPMs, representing 89.4% of total RPMs in Emily’s case and
87.7% in Rose’s case.
In both cases, the frequency of RPMs was significantly associ-
ated with the frequency of IMs. A time-series analysis using
Simulation Modeling Analysis (SMA; Borckardt et al., 2008), a
method for assessing the statistical significance of sequential ob-
servations in data series, indicated a cross-correlation at lag 0
between IMs and RPMs of .75 (p $ .001) in Emily’s case and .79
(p $ .001) in Rose’s case (Bonferroni correction was used).
Despite the high correlation between IMs and RPMs, the cases
showed distinct trajectories of RPMs from the middle stages of the
treatment to the end of treatment. In Emily’s case, as presented in
Figure 1, the frequency of RPMs progressively decreased from
Session 11 to the final session, and this decrease persisted 6
months later at follow-up. In Rose’s case, as shown in Figure 2, the
frequency of RPMs decreased in Session 15 but increased in the
follow-up session.
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Figure 1. Frequency of IMs and RPMs in Emily’s case.
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Protonarratives Across Therapy
In Emily’s case, we identified four protonarratives, listed here
according to the order in which they appeared in therapy: “Accep-
tance of Death” (mean salience $ 11.2%), “Proactivity” (mean sa-
lience $ 17.8%), “Integration” (mean salience $ 45.8%), and “New
Investments” (mean salience $ 25.2%). “Acceptance of Death” con-
sisted of IMs in which Emily positioned herself toward a more
flexible understanding of death, considering, for example, the ways
death could be beneficial to ill persons as a relief from pain, thus
reformulating her grandmother’s death as a release from pain. “Pro-
activity” designated Emily’s proactive search for reorganization in her
life, such as focusing on the daily experiences that genuinely gave her
pleasure (e.g., cultivating flowers), strength, and capacity to work (in
opposition to her self-image as an immobilized, depressed, and fragile
person) and her positive relationship with her daughter, including the
way in which their relationship motivated her to move forward in life.
“Integration” was associated with Emily’s elaboration on the con-
struction of a healthier relationship with her grandmother, through a
more symbolic, rather than physical, connection (Field, 2006; Field,
Gao, & Paderna, 2005). This elaboration prompted a less painful
experience of loss, and Emily gradually relinquished guilt for not
having kissed her grandmother on the day of her funeral. Thus, Emily
started to contemplate a more compassionate position toward herself
regarding her grandmother, expressed through an unsent letter ad-
dressing this event. Consequently, as the therapeutic process evolved,
she became more comforted by positive memories of her grandmother
in her life (e.g., remembering her grandmothers culinary instructions
each time she sees the cooking utensils her grandmother gave her).
Finally, “New Investments” was associated with Emily’s new projects
as a consequence of her change (e.g., obtaining a drivers license,
working at a coffee shop). The evolution of Emily’s protonarra-
tives throughout therapy is presented in Figure 3. In the first
phase of her treatment, “Proactivity” and “Acceptance of
Death” were the most salient and stable protonarratives, and
they decreased in salience as the middle phase of the therapy
was reached. “Integration” emerged for the first time in Session
2, and became the most salient protonarrative in the middle
phase of therapy. In the final phase, “Integration” and “New
Investments” were the most salient protonarratives.
In Rose’s case, we identified three protonarratives: “Self-
Forgiveness” (mean salience $ 18.2%), “Proactivity” (mean sa-
lience $ 36.5%), and “Integration” (mean salience $ 45.3%).
“Self-forgiveness” consisted of IMs associated with Rose’s higher
tolerance regarding the decisions she made in the past involving
her son and husband. Specifically, through a metaphor of a “court
trial,” Rose (the judge) considered alternative “verdicts” to her life
by imagining the voices of her lost loved ones (or others relatives
and friends) as “voices of defense against guilt,” organizing a
scenario where the guilt’s voice was not the only one to be heard.
This scenario is illustrated in the following excerpt of a letter she
wrote from the perspective of her son: “Mother, you did everything
you could for me, you were with me at the hospital, you left your
work . . . now you need to move on and also think about my sister.”
“Proactivity” incorporated Rose’s experiences of well-being, re-
sulting from her proactive search for life reorganization (e.g.,
computer classes, yoga). This theme also incorporated her inten-
tions to fight for the happiness of her daughter, which motivated
her to move forward in life. Finally, “Integration” incorporated
Rose’s investment in the construction of more adaptive less painful
relationships with her son and husband (e.g., “I want to have them
in my life in a different way, it’s very difficult to sustain this pain
everyday”). Through exploration of the “court trial” metaphor in
“Self-Forgiveness,” Rose gradually became more tolerant of her-
self, allowing the emergence of healthier memories of her lost
ones, not only memories ruled by pain. Therefore, from the middle
to the final phases of therapy, “Integration” began to incorporate
not only her attempts to process her grief in a specific way but also
the effects of these efforts, as she started to notice a more peaceful
presence of them in her life (e.g., “Sometimes when some of my
friends invite me to participate in activities such as walking in the
city, I almost feel like they [her son and husband] are saying to me
‘go, it’s good for you, don’t be so sad, we are fine’”). The
evolution of Rose’s protonarratives throughout therapy is pre-
sented in Figure 4. In general, “Proactivity” and “Self-
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Figure 2. Frequency of IMs and RPMs in Rose’s case.
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Forgiveness” were the most salient themes in the initial phase of
the process. From the middle phase to the final phase, “Integra-
tion” and “Proactivity” became the most salient protonarratives.
Protonarratives and RPMs Across Therapy
Table 2 presents a cross-correlation analysis at lag 0 between the
frequency of IMs of each protonarrative and the total frequency of
RPMs of each case. It was conducted with the SMA (Borckardt et al.,
2008; with a Bonferroni correction for multiple comparisons). In
Emily’s case, the only protonarrative in which the IMs were signifi-
cantly correlated with RPMs was “Integration,” which was also the
most salient protonarrative of the entire case. In Rose’s case, IMs
from both “Proactivity” and “Self-Forgiveness” were significantly
correlated with RPMs. In “Integration,” the most salient protonarra-
tive of Rose’s case, IMs were not significantly correlated with RPMs.
In the following section we analyzed the protonarratives in which
RPMs were correlated with the emergence of IMs, given that these are
the protonarratives in which ambivalence was stronger.
Descriptive Analysis of the Association Between
Protonarratives and RPMs
In Emily’s case, “Integration” emerged during the first session
and was the most salient theme across therapy. Additionally, it was
the theme most associated with the emergence of RPMs. As
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presented previously, its contents were associated with Emily’s
investments in a more symbolic relationship with her grandmother,
one that was less ruled by pain and guilt. For example, in Session
7, after the therapist’s suggestion to reopen dialogue with her
grandmother and to share with her the guilt Emily had felt since
her funeral, by not having kissed her lifeless body, Emily began
reassessing the experience in a more flexible way: “Maybe I was
protecting myself, and also my brother took me away from the
church, it was not only my decision.” She continued this elabora-
tion in Session 8, using a visualization of a more tolerant position
of her grandmother, as shown in the following excerpt: “I think
that she would accept my apologies. . . she would consider that it
is necessary to have a lot of courage to do it. Maybe she . . . in fact
she didn’t go to my uncle’s funeral (her son), probably she also
didn’t have the courage to do it.” Nevertheless, Emily’s elabora-
tion of “Integration” was frequently interrupted with RPMs,
through which she mainly reasserted the guilt of not having kissed
her grandmother on the day of her funeral. This movement rein-
forced the distress of physical separation, attenuating her invest-
ment in a more representational or symbolic bond with her grand-
mother. To illustrate this point, let us consider the following
example from Session 8, in which she reflected on the way she felt
regarding the activity of reopening dialogue with her grandmother:
“It was a relief to have been able to say it to her, asking her
forgiveness (emergence of an IM [Integration]) but . . . it’s not the
same thing . . . I should have given her a kiss. It’s not that she
could felt it, but I think it would have been important for her to
have taken it” (RPM— [Guilt]—IM’s attenuation). The attenua-
tion of IMs through RPMs was recurrent in “Integration,” espe-
cially in the initial and middle phases of the therapeutic process.
In Rose’s case, “Proactivity” was significantly correlated with
the emergence of RPMs. Attenuation of “Proactivity” was mainly
associated with Rose’s reiteration of her lack of right to move
forward in life, reaffirming the recurrent problematic self-narrative
ruled by helplessness and guilt. It is illustrated in the following
excerpt from Session 6, in which Rose describes the way she felt
when she took a ride with her daughter to the nearby city:
Client (C): Ah, I was hesitant, ‘should I go or not?’ Well, I end
up convincing me to go, I felt some kind of strength or something
saying, ‘go, it will be good for you’
Therapist (T): What was the meaning of that strength for you?
C: Well, it’s like feeling that I shouldn’t hold on to negative
feelings but trying other things, other moments that offer me a kind
of a way out (emergence of an IM [Proactivity]). Well, it’s not that
everything was fine because the guilt was always present (RPM—
[Helplessness and Guilt]—IM’s attenuation).
“Self-Forgiveness” was also significantly correlated with the
emergence of RPMs, through the reiteration of guilt, along with a
feeling of incompetence regarding the decisions she took in the
past involving her son and husband, as illustrated in the following
excerpt from Session 8 regarding seeking treatment for her son’s
cancer only in Portugal:
C: There are moments when I can hear a voice saying, ‘you
couldn’t do anything more’ or ‘you did everything you could, the
doctors said that the medical protocol used here (in Portugal) was
the same from other countries so you did the right thing.’
T: Uh-huh.
C: Sometimes I can hear these voices, you know?
T: The Defense voices . . ..
C: Yes, saying, ‘what more could you have done?’ (emergence
of an IM [Self-Forgiveness]) but then there comes the other voice
(guilt) up to me saying ‘maybe I could have done more and I
didn’t, maybe the treatment in other countries, like in the U.S.,
could have saved him’ (RPM—[Guilt]—IM’s attenuation).
Discussion
A growing number of psychotherapy studies using the IMCS
and the RPCS direct our attention to the role of IMs in the
transformation of problematic self-narratives (Alves et al., 2012;
Gonçalves, Mendes, Ribeiro, et al., 2010; Matos et al., 2009;
Mendes et al., 2010; Santos et al., 2009), and to the role of the
RPMs in the maintenance of problematic self-narratives (Gon-
çalves, Ribeiro, Stiles, et al., 2011; Ribeiro, Cruz, Mendes, et al.,
2012; Ribeiro, Mendes, Angus, et al., 2012). This study explores
the transformation (IMs) and maintenance (RPMs) of problematic
self-narratives in two cases of constructivist grief psychotherapy,
analyzing the main themes (protonarratives) involved in this
change process.
The results show that the overall salience of IMs is slightly
higher in Emily’s case (30.0%) than in Rose’s case (25.8%). In
both cases, reflection is the most salient IM, with a total percentage
of 15.2% in Emily’s case and 22.9% in Rose’s case. The main
difference in the pattern of IMs between the two cases is in
reconceptualization, which is the second most salient IM in Emi-
ly’s case (8.5%), being infrequent in Rose’s case (0.7%). The total
Table 2
Mean Salience of Protonarratives Throughout the Process and Cross-Correlation Analysis at
Lag 0 Between the IMs of Each Protonarrative and the Total Frequency of RPMs in Both Cases
Clients and
protonarratives Protonarratives Salience
Cross-correlation protonarrative IMs % RPMs;
Bonferroni correction for multiple comparisons
Emily
Integration 45.8% r $ .51; p $ .02!
New investments 25.2% r $ .13; p $ .31
Proactivity 17.8% r $ .28; p $ .14
Acceptance of death 11.2% r $ .19; p $ .24
Rose
Integration 45.3% r $ .08; p $ .39
Proactivity 36.5% r $ .64; p $ .004!!
Self-forgiveness 18.2% r $ .62; p $ .007!!
! p # .05. !! p # .01.
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percentage of RPMs, in turn, is slightly higher in Rose’s case
(41.7%) than in Emily’s case (33.5%). An SMA analysis (Borck-
ardt et al., 2008) shows that the progression of IMs and RPMs is
significantly correlated at lag 0 in both cases, rising to .75 (p $
.001) in Emily’s case and .79 (p $ .001) in Rose’s case. These
cross-correlations are higher when compared with a previous study
examining IMs and RPMs in a sample of Emotion-Focused Ther-
apy of Depression (Ribeiro, Mendes, Angus, et al., 2012), in which
the cross-correlation at lag 0 was .39 (p ! .001).
Despite the significant association between IMs and RPMs in
both grief cases, there is a distinct evolution of RPMs at the end of
therapy. Whereas in Emily’s case the frequency of RPMs shows a
progressive decrease from Session 11 to follow-up, there is an
increasing and irregular movement of RPMs at the end of Rose’s
therapy. This is congruent with previous studies using the RPCS in
Emotion-Focused Therapy and Client-Centered Therapy, in which
the evolution of RPMs tends to decrease in GO cases and increases
or remains stable and high in PO cases (Ribeiro, Cruz, Mendes, et
al., 2012; Ribeiro, Mendes, Angus, et al., 2012). In both cases,
“Integration” is the protonarrative that induces greater emergence
of IMs. Thus, approximately 45% of the time when an IM is
elaborated, it is related to the construction of a healthier and less
painful relationship with a lost one. Curiously, the IMs of “Inte-
gration” are significantly correlated with RPMs in Emily’s case
(the case with the significant clinical change) and are not signifi-
cantly correlated in Rose’s case (the case without significant
clinical changes in grief symptomatology). In fact, “Integration” is
the only theme of Rose’s case in which the IMs are not signifi-
cantly correlated with the emergence of RPMs. We speculate that
this result may be associated with the distinct ways through which
the clients elaborated this protonarrative from the beginning of
therapy. This protonarrative is associated with the clients’ recon-
struction of a more symbolic connection with their lost ones,
becoming also capable of finding a new comfort beyond physical
contact (Field et al., 2005). When Emily began therapy, she
described herself as a depressive person who could not accept the
idea of human death and physical vanishing. During the first and
middle phases of therapy, she described herself as being confused
regarding the way she could accept the loss of her grandmother in
a more symbolic way. Accordingly with this confusion, she recur-
rently attenuated “Integration” by validating the way she felt guilty
for not having reached her grandmother physically (with a kiss) on
the day of her funeral. However, it is interesting to note that during
the final phase of the therapy, Emily begins to elaborate “Integra-
tion” though a metareflexive position (through the use of recon-
ceptualization IMs), by describing the way she created a new
concept of human death (as a release from illness) and how it
helped her accept her grandmother’s death. Congruent with this
innovative understanding of her change process, she starts reas-
sessing her grandmother’s existence through positive memories
(e.g., cooking objects). This change suggests that, at this point,
Emily was able to find positive comfort through a more symbolic
representation of her grandmother. This achievement seems to be
consistent with the assumptions proposed by Gonçalves, Matos,
and Santos (2009) regarding the emergence of reconceptualization
IMs in therapy. According to these authors, its emergence is
associated with clients’ reintegration of painful experiences into a
new self-narrative, as they begin to see themselves as the principal
authors of their change process. It is also interesting to note that the
frequency of RPMs tends to decrease in the final phase of Emily’s
therapy. We speculate that despite the significant correlation be-
tween IMs of “Integration” and RPMs, the emergence of recon-
ceptualization may have stimulated a more flexible perception of
Emily’s ability to change, fostering a decrease in ambivalence,
which is congruent with findings from previous studies (Cunha,
Gonçalves, Valsiner, Mendes, & Ribeiro, in press; Cunha, Gon-
çalves, & Valsiner, 2011; Gonçalves, Ribeiro, Stiles, et al., 2011).
It is also congruent with previous bereavement studies indicating
the capacity to integrate loss as a strong predictor of successful
grief adaptation (Holland, Currier, & Neimeyer, 2006; Holland &
Neimeyer, 2010; Keesee et al., 2008), as the client progressively
transforms the previous relationship with the deceased into a more
symbolic and comfortable connection (Neimeyer, 2006a).
In Rose’s case, in contrast, IMs from “Integration” are not
significantly correlated with the emergence of RPMs and did not
consistently progress to an elaboration of reconceptualization. This
theme seems to be consistent with the way Rose describes the
objective that brings her to therapy: to have her son and husband
in her life in a different way. Her search for a symbolic connection
with her son and husband seems to have begun before therapy, as
in the first session, she described the way she obtained some
comfort from reading grief books and participating in self-help
groups for bereaved parents. Perhaps the consistency of “Integra-
tion” with her previous attempts to maintain bonds with her son
and husband may help us understand why she tends to elaborate
this theme with lower levels of ambivalence, feeling less com-
pelled to protect herself from the anxiety of change (Engle &
Holiman, 2002; Frankel & Levitt, 2009). As “Integration” focuses
on her investment in her loved ones, she sees herself struggling for
their presence in her life. In contrast, “Self-Forgiveness” and
“Proactivity” (themes highly correlated with RPMs) incorporate
the investment of new life goals and priorities—beyond the phys-
ical presence of her son and husband—through the release of pain
and guilt. Perhaps this discontinuity with her previous story of loss
may be felt as an abandonment of her loved ones, as she may
understand her pain as part of the terms of forming a new attach-
ment to them (Rando, 2012). In this sense, in the majority of times
in which she elaborated “Self-Forgiveness” and “Proactivity,” she
immediately felt compelled to reaffirm the way she was suffering
by having lost them, protecting herself from the guilt of giving
them up. This ambivalence seems to be in line with the assump-
tions postulated by Rando (2012), indicating that investment in life
reorganization with lower levels of pain can be difficult for some
grief clients, manifesting as a type of resistance in therapy. Finally,
even though in Rose’s case “Integration” is not significantly cor-
related with the emergence of RPMs, this condition alone (elabo-
ration of a theme with lower levels of ambivalence) is not suffi-
cient for the creation of an alternative self-narrative. Therefore,
although in the final phases of Rose’s process “Integration” incor-
porates real episodes of a more peaceful presence of her loved ones
in her life, the absence of reconceptualization seems to indicate a
fragile sense of authorship regarding the way this transformation
process occurs. Given that, we hypothesize that until the emer-
gence of a metaperspective elaboration on the change processes
(through reconceptualization IMs), the absence of ambivalence
may indicate that the theme does not sufficiently disturb the
client’s previous meaning system, and does not necessarily evolve
into an innovative meaning reconstruction. This validates, again,
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the centrality of reconceptualization on the construction of a more
stable and coherent alternative self-narrative (Cunha, Gonçalves,
Valsiner, et al., in press; Gonçalves, Matos, Santos, 2009). In
conclusion, the marked absence of reconceptualization in all the
themes that emerge in Rose’s therapy may suggest that over the 15
sessions she did not form a stable integration of the most painful
aspects of her experience into a more flexible self-narrative. Con-
sidering the fact that “Integration” (the most prevalent theme of the
entire process) focuses on bond maintenance with her lost ones,
these results direct our attention to the way this investment may
facilitate or inhibit the bereavement adaptation. In fact, several
studies have shown that when the survivor is unable to integrate
loss in a more comforted way, the postmortem connection with the
deceased may instigate higher levels of distress (Neimeyer, Bald-
win, & Gillies, 2006).
Finally, the consideration of the distinct features associated with
each grief story may also help us understand the individual pro-
cesses of loss integration and postmortem attachment. One of the
features that may be taken into consideration is the amount of time
to integrate loss. For example, Field and Friedrichs (2004) found
that widows who were grieving for longer than 2 years showed a
more comforting relationship with the deceased when compared
with widows whose husbands died more recently. In Rose’s case,
in addition to the loss of her son 3 years ago, she is also dealing
with the recent and tragic loss of her husband, which may further
challenge the integration of loss in a scenario of grief overload
(Neimeyer & Holland, 2006). Likewise, circumstances related to
the death of Rose’s relatives might also impact the distinctiveness
of her pattern of change. Recent research suggests that the losses
associated with untimely (e.g., loss of a child) or violent (e.g., fatal
accidents) deaths may increase the risk of complicated grief symp-
tomatology (Lichtenthal, Cruess, & Prigerson, 2004; Stroebe,
Schut, & Stroebe, 2007), as they are associated with greater
difficulty to construct a healthier understanding of these events
(Currier et al., 2007; Currier, Holland, & Neimeyer, 2006). There-
fore, in conjunction with the recognition of client’s ambivalence or
self-protection throughout the change process (Engle & Holiman,
2002), the therapist may also contemplate the distinct risk factors
of each grief client as important aspects of the therapy (Keese et
al., 2008; Stroebe, Folkman, Hansson, & Schut, 2006).
Although only Emily showed a significant clinical change in all
outcome measures at the end of therapy (considering the RCI),
Rose showed symptomatic improvements, especially in the BDI-II
and in the OQ-45.2, decreasing 14 points in the ICG from pre- to
post-treatment phases. This may indicate that the recurrence of
ambivalence may not necessarily inhibit the change process, even
though it could inform the therapist about the most painful and key
aspects that need to be further worked on in therapy. For example,
if we consider the Dual Process of Bereavement from Stroebe and
Schut (1999), it is proposed that the griever’s choice to avoid
negative emotions as pain, sadness, anger, guilt (as a time off on
the loss-orientated response) may potentiate the process of life
restoration (investing in more positive emotions, plans, projects).
In this sense, we could look at Emily and Rose’s RPMs (both in
“Integration” and “Proactivity” protonarratives) as an evidence of
this process of back and forth from loss integration and life
reorganization, respectively. According to this line of reasoning,
the emergence of ambivalence in grief psychotherapy could reflect
the way clients respect their own timing of change toward grief
adaptation, which also needs to be integrated in the therapeutic
process.
A final consideration regarding the results of this study ad-
dresses the fact that, in 15 sessions, Rose achieved a considerable
change in depression but remained relatively stable on complicated
grief symptomatology, pointing a distinct timing of change be-
tween these two problematics. We hypothesize that this result may
be associated with the way she organized an active search for
alternative ways of grieving, focused on “being strong and pres-
ent” for her daughter. Being committed with this goal, she tried
different activities (e.g., support groups, grief books) and entered
therapy. It may be the case that this active interest and investment
in herself and in her daughter’s well-being (different from the
general loss of interest and sense of worthless in depression) had
resonance on her depressive symptomatology. Furthermore, de-
spite the clinical grief symptomatology at the end of therapy, she
also decreased 14 points in the ICG (even though not as a recov-
ered case), which may indicate a healthy evolution in her grief
symptomatology as well, but in a different timing from depression.
It seems to be consistent with recent research suggesting “compli-
cated grief” and “depression” as different problematics (Bonanno
et al., 2007; Lichtenthal et al., 2004).
Limitations
One of the main limitations of this study is the fact that the cases
have very distinct features regarding the types of loss brought to
therapy, which may restrain any attempt to compare the data
between them. Also, the results are based only on two clients,
followed only by one therapist in a nonmanualized intervention,
which restricts generalization. In this sense, future studies should
be conducted with other cases and samples of grief therapy,
followed by different therapists and even with different therapeutic
modalities. Another limitation of this study is related to the fact
that the exploration of clients’ narrative processes along therapy
makes difficult for judges to be completely unaware of clients’
clinical progression over time. In this sense, despite the fact that
both judges were unaware of clients’ clinical outcomes in all the
instruments used in this study, this does not completely guarantee
a total unawareness of their distinct patterns of change.
Finally, we also consider that the results of this study regarding
the association between clients’ clinical and narrative change must
be carefully interpreted. That is, we consider that it is not possible
to establish a causal relationship between the elaboration of IMs,
RPMs, and clients’ clinical progression over time. Given the
nature of this research design, it is not possible to rule out the
contribution of third variables that both explain symptoms’ change
and the patterns of IMs and RPMs.
Despite these limitations, we believe that this study has provided
relevant information regarding the way two different grief clients
created innovation and addressed ambivalence, and how these
different narrative constructions influenced both the emergence of
a healthier story of loss and resulted in symptomatic improvement.
Future Research
Further research is needed regarding the role of ambivalence in
grief psychotherapy, exploring how clients maintain and transform
the stories they bring to therapy and how ambivalence may affect
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the processes of loss integration and life reorganization. Specific
case studies addressing the particularities of each grieving process
(e.g., time since loss, death circumstances) may provide a deeper
understanding of the individual processes of “meaning reconstruc-
tion in the experience of loss” (Neimeyer, 2001), and how these
narrative processes may facilitate differentiation between benefi-
cial versus problematic attachment with the deceased.
Finally, the exploration of therapists’ involvement in the cocon-
struction of change would also be relevant. Although this study did
not focus on the therapist contribution on self-narratives transfor-
mation (through IMs) or maintenance (through RPM), a recent
study by Ribeiro, Ribeiro, Loura, et al. (2012) suggests that the
emergence of RPMs (or ambivalent responses) tends to appear
when the therapist proposes more challenging interventions, trying
to intensify the emergence of IMs. Interpreted as a less supportive
movement regarding clients’ difficulties, it seems to stimulate the
emergence of RPMs, perceived as a response of self-protection
(Engle & Holiman, 2002) against uncertainty or unfamiliarity
(brought by IMs). Regarding this form of resistance in therapy, the
authors suggest that the therapist needs to invest in less challeng-
ing interventions, being, instead, more empathetic with client’s
problematic stories and difficulties. Although this association be-
tween therapist’s interventions and the emergence of RPMs needs
to be further studied, it seems to be relevant on addressing the
nature and role of RPMs as a coconstruction between client and
therapist.
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